
Table1

Risk factors for the development of hepatocellular carcinoma (HCC)

Risk factor 
Age 

Gender

Hepatitis B and C

Cirrhosis 

Alcohol

Metabolic syndrome

Smoking32,34

Haemochromatosis

Toxins

Genetic predisposition

27

 

sustained virological response to antiviral
therapy and those with NAFLD and an
elevated enhanced liver fibrosis panel),
repeat testing should be performed with
transient elastography every two years. 

ASSESSMENT FOR
COMPLICATIONS
Patients with confirmed cirrhosis should
be assessed for potential complications
(ascites, encephalopathy, oesophageal
varices or hepatocellular carcinoma).
Decompensation or complications of
cirrhosis should be detectable by all
clinicians. Screening and surveillance for
hepatocellular carcinoma and varices is
the responsibility of secondary care.
GPs should ensure patients are getting
the appropriate investigations when
they see patients with known cirrhosis
for any reason.  

In patients with compensated disease
the risk of developing complications can
be predicted using clinical scoring
systems such as the Model for End-Stage
Liver Disease (MELD). In patients with
cirrhosis, MELD scores should be
repeated six monthly; those with a
MELD score > 12 are at an increased risk
of developing complications. Once the
MELD score is > 30, patients have a
mortality of > 50% at three months.15
All patients with cirrhosis and especially
those who have decompensated
disease and/or an elevated MELD score
(> 12) should be under the care of a
specialist hepatology centre.2

Hepatocellular carcinoma 
Hepatocellular carcinoma (HCC) is the
sixth most common cancer worldwide,
with an estimated 750,000 new cases
per year. Incidence varies globally 
with the highest prevalence in China, 
South East Asia and sub-Saharan Africa
where carriage of chronic viral hepatitis
is high. In the UK, there has also been an
increase in the incidence of primary liver
cancers in the past decade. The trend
has been more profound in men than
women.16 Ninety per cent of cases are
associated with one or more risk factors,
see table 1, above left.

HCC is often asymptomatic until 
late in the disease. The European
Association for the Study of the Liver
(EASL) therefore recommends HCC
surveillance in the following high-risk
groups to enable earlier detection of
these lesions:17
• Cirrhotic patients, Child-Pugh stage A
and B (see table 2a and 2b, left) and
Child-Pugh stage C awaiting liver
transplantation
• Non-cirrhotic hepatitis B carriers with
active hepatitis or family history of HCC »

> 6029

Male29

Worldwide approximately half of cases of HCC are
attributed to hepatitis B and a third to hepatitis C29

Co-infection with HIV further increases risk30

One third of cirrhotic patients will develop HCC during
their lifetime31

Alcohol misuse is a risk factor for HCC independent of
cirrhosis29,32

Diabetes, obesity and fatty liver32,33

Up to half of patients with iron overload will develop
HCC in their lifetime, although most will be cirrhotic at
the time of HCC diagnosis35

Aflatoxin B,36 anabolic steroids 37

BRCA 1/ BRCA 2/ EGF gene 38,39

Table 2a

Calculating the Child-Pugh score 

Score
Bilirubin (µmol/L)

Prothrombin time 
in seconds 
(INR)

Albumin (g/L)

Ascites

Encephalopathy

Table 2b

Three-year survival based on Child-Pugh score 

The Child-Pugh score ranks the severity of cirrhosis into three classes

Disease severity
Class A 
Class B
Class C

1
< 34

< 4 

(< 1.7)

> 35

Absent

Absent

Three-year survival40

73%
59%
46%

Child-Pugh score
≤6
7 to 9
≥ 10 

2
34-51

4-6 

(1.7-2.3)

28-35

Mild-moderate
(diuretic
responsive)

Grade 1-2 
(or precipitant
induced)

3
> 51

> 6 

(> 2.3)

< 28

Severe
(diuretic
refractory)

Grade 3-4 
(or chronic)


